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H 8 BRI EGRERER%R (GDM)Z a5 E Al R B R R B L EREER . ik: %E20204£7 5~2021
FE12 LR EF=E6~12FHEE75 gHEA M & RI(0GTT) 153 MIEREINE R RZE, RIEF=
JFOGTTE R ANFERARMEFAN=ERABRELH, ¥HANKREEATRERENEZHEER
LogisticEJ543#r, DLBAIGDMZEE =B RERRMARFENBRER. £8: O F=Re~12FEAHR
%6445 (41.8%, 64/153), Hh2RUHEER% (T2DM) 1341(8.5%) HiZi B &ZHM(IGT) 4741(30.8%)-
ZHEMPEZHRAFG) 451(2.6%). @ RERIITER: WAHRER. ZirdREREBMI). EAGDM
W, ZEREEIMEE(FPG). HM=RE(TG). M EZH(WBC). BAEEE(ALT)RZHHOGTT A
KFEEBFGH%ER(P <0.05). ® £HEKLogisticBHAHT 8BoR: SE# > 35% . ZETBMI 2 24 kg/m?,
BEAE GDMYR 52 - ZHHAOGTT = 2/ LA 7 ¥ R GDMAE 5 AR R HE WMLERER(P <
0.05). £it: GDMEAFERABMRE RRER, F# 2355, ZEBMI 2 24 kg/m?, BEEH GDMIRE
$ . FHOGTT 2 24N S MLHE 7 % R GDMEE 5 K AR MR E LR AR R, RN ERXEZ
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Abstract

Objective: To explore the incidence and risk factors of abnormal postpartum glucose metabolism
in patients with gestational diabetes mellitus (GDM). Methods: A total of 153 patients with GDM
who were delivered to our hospital from July 2020 to December 2021 and evaluated with 75 g
glucose tolerance test (OGTT) at 6 to 12 weeks follow-up at postpartum. The patients were allo-
cated into normal glucose metabolism group and abnormal glucose metabolism group depending
on the result of 75 g OGTT. Univariate analysis and multivariate Logistic regression were operated
to analyze the risk factors of abnormal postpartum glucose metablism in GDM patients. Results: (1)
There were 64 abnormal glucose metabolism (41.8%, 64/153) with abnormal glucose metabolism
from 6 to 12 weeks postpartum, including 13 (8.5%) with type 2 diabetes (T2DM), 47 (30.8%)
with impaired glucose tolerance (IGT), and 4 (2.6%) with impaired fasting glucose (IFG). (2) Un-
ivariate analysis showed that age, pre-pregnancy BMI, previous GDM history, fasting blood glucose,
triglycerides, white blood cell, alanine transaminase in the early stages of pregnancy, and OGTT
blood glucose levels during pregnancy were significantly different between the two groups (P <
0.05). (3) Multivariate Logistic regression analysis showed that age > 35, pre-pregnancy BMI = 24
kg/m?2, previous history of GDM, and more than 2 abnormal blood glucose items in OGTT were in-
dependent risk factors for abnormal postpartum glucose metabolism in GDM (P < 0.05). Conclu-
sion: GDM patients have a high incidence of abnormal postpartum glucose metabolism. Age = 35,
pre-pregnancy BMI = 24 kg/m?2, previous history of GDM, and more than 2 abnormal blood glucose
items in OGTT were independent risk factors, and more clinical attention should be paid to the
follow-up and intervention of postpartum glucose metabolism in such patients.
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1. 5|8

AT 4R JTHE JR 975 (gestational diabetes mellitus, GDM)H8 - 4 1 1] & A 55 e VR B A [ F2 P W AR 4 5 o
[1], 76 B 0 R 10%, I SR ETHE#2]. GDM 14k 2 Rk R I% (type2 diabetes mellitus, T2DM)
e NBE, Hr7JE & 2E T2DM [ XS 20 s & 1E 5 22811 10 £5[3], SNV EAL GDM Z2 a7 )5 bl
U TR AR T SR SE R IR R E AR A AN GDM Zdrs Ja My Ak & B (1 2Rk, 7 e R
WP R ARG AT e fE B, ISR A AT, X T TRB EEE T2DM . R Fe RF 2 (g B 5 2
B CIFRIEETE RN E e AERE. B PR SR . GDM i 52 /& GDM 18 477 Je WA Rt S o (0 T g
faRZE[4] [5], H&AL Rz —8E, WA ANVEbRE. AR50 I B8, 25T GDM 24
A7 JE AR e R R s L &SGR R 2K, O GDM 77 & B 5 A0 T T B A4

2. BINEFE
2.1. —f%&ER
PL 2020 5 7 A~2021 4 12 HEARRL 4% HAS B 52 ¥R IE o= S JR 5 22 iV N o6t %, 153 B+ 7=
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Ja 6~12 JHE A 75 g %% b &5 (oral glucose tolerance test, OGTT)f¥) GDM Z2 i # 49 N e &M 5, #i
775 OGTT &5 Bt 7e % R0 = e MEARS IE w4 . e iR A, IAbriE: © Hf; @ #F
GUEUREANE R 2 Wibr it @ HZHUER M3 T 5 OGTT; @ (5 RE 5% . Hikkirit: © ZHER: @
EYRTTHE R . @ &I ™ HE AN G B R ;. @ 77 S 7 A s A i 2. R
HEER 22~43 5, T 31.05£3.92 %, URZJAN 34~41 J, ¥ 38.42+1.37 .

2.2. HRUNE
it A B FRE T I AR G A R TR B U A A, WS SR AR PRI AR AR i AR TR B

Zipi kB AR (BMI). Ze7E s, BEAE S0, S Z RS I BE(FPG). I (I40A(WBC). H il =g
(TC). & H[EBE(CHOL) %N 2B (ALT) B H A MH(AST), 42 24~28 Ji OGTT, )5 6~12 Ji OGTT.

2.3. SRR ER LRI
2.3.1. GDM 2 HitRE

S IRBHT IS MR E[6], Uk 24~28 B4T OGTT, &SI FE > 5.1 mmol/L, 1h Ik >10.0 mmol/L, 2
h ififE > 8.5 mmol/L H#&F &AL A — TR A2 K7y GDM .,

2.3.2. FRERHFECEHIRE

KH 2018 4F ACOG 87 7™ Jo Bl i &2 i FE R0 B2 Wik [ 7]: FPG > 7.0 mmol/L B OGTT 2 h
PG > 11.1 mmol/L AR ; FPG < 6.1 mmol/L, 7.8 mmol/L <OGTT 2 h PG < 11.1 mmol/L il & 52 151
(impaired glucose tolerance, IGT); 6.1 mmol/L < FPG < 7.0 mmol/L, OGTT 2 h PG < 7.8 mmol/L A== i ifil
B 32 4% (impatred fasting glucose, IFG), PL_b =R IF AT 78 7 J5 BB AT 57 % 41 FPG < 6.1 mmol/L H OGTT
2 h PG < 7.8 mmol/L VA7 Je fi A 1E 5 4H.

24. G FERE

KM SPS22.0 BAFHEAT B b, THEBURI DAIEL £ PRfEEX £ s)RoR, HLECRA tK%, if
BB UG (%), ARLLBCR R I % . UL 6~12 JR A AEREAQ0 5 v AR &, i i 5
HIR R IR R R Y B AR R, AT AR T M2 KT 3R Logistic [B1V 7041, DLBIHS GDM 224007 Ja & AR
WML BRI, P <0.05 AZRAZIFE L.

3. %R
3.1. FRHABERRPEFTERABRELRERR
153 BIAEYR RS FR I 22 A 77 5 6~12 IS A OGTT, 4HER 64 l(41.8%) A AER M Rar %, Hrp
T2DM 13 1(8.5%)~ IGT 47 11(30.8%)~ IFG 4 51(2.6%).
3.2. AE—ARIERIFIEEL B

HR R TR : 4L GDM Z2IA7E R = IR B o PRI — RS 2 5 T bL AL, 2 R egiih 22 & (P >
0.05); T/ J AR S AR RS > 35 ¥ ZERi kiR S > 24 kg/m®. BEAEAS GDM % SL A LU 3 BA 5 v
Frefai i B4, ZRESFE P <0.05). WE 1.

33. AEZRE, hHStRERENEER

BARIE A PR PR R 42 B FPG. WBC. TG. ALT /K°F, % 24~28 & OGTT IfiLkE
FEEIE BT E AR IR AL, ZERA SR (P < 0.05); PiZA1Z2 58] CHOL. AST /K¥-%

DOI: 10.12677/md.2022.122025 162 L2212 W


https://doi.org/10.12677/md.2022.122025

W 5%

FTG % (P > 0.05), 17 2,

Table 1. Comparison of the general clinical characteristics between the two patient groups

F 1. WARE—RIGREHELL B

FERBIERAH AR EA 2
TAHR (n=89) (n=64) x P
FRe
<35 % 83 48
10.08 0.0015
>35 % 6 16
ZuH BMI
<24 kg/m* 78 45
7.091 0.0077
>24 kg/m® 11 19
W=
<2k 53 39
0.029 0.8628
>2 R 36 25
Bkt GDM &
2 3 11
8.549 0.0044
& 86 53
PR R
J S 2 3
0.7013 0.4023
% 87 61

Table 2. Comparison of laboratory indicators between the two groups

2. MARHILIE EIRIRELR

MRER BRBIERH REREREA Yt P
FPG (mmol/L) 4.69+0.34 4.95+0.45 5.637 <0.0001
WBC (¥10°/L) 8.14+1.77 8.61 +1.91 2211 0.0278
TG (mmol/L) 1.31+0.68 1.49+0.73 2.257 0.0247
CHOL (mmol/L) 4.54+0.81 4.69 +0.78 1.653 0.0993
ALT (U/L) 139+113 17.9+18.1 2.278 0.0234
AST (U/L) 15.2 +5.07 16.6 +7.98 1.812 0.0710
% 24~28 B OGTT(H)
<2 BiRE 76 29
e " i 27.78 <0.0001

3.4. GDM B2~ R EERBRERMIERER

B IR R T Gttt £ R AR R DY\ Z K 3 Logistic BIA0HT, 45 R EoR: @t (ER >
35 %) ZApEBEEAERE(ZAET BMI > 24 kg/m?). BE4E GDM 9% 52 Z2h 1] OGTT > 2 AN i b s b v
fE 2 GDM 247 Jg R A AR = o A fa e R 25(P < 0.05), L& 3.
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Table 3. Multivariate logistic regression analysis of abnormal postpartum glucose metabolism

% 3. GDM Z2AFFAERR R ERZER logistic @IS

OR ¥} 95%CI

WRAER B S.E P OR
TR LR
ERS 1.413 0.427 0.002 3.831 1.783 9.752
ZaRT BMI 1.667 0.473 0.000 5.674 2.137 13.151
GDM J% 51 1.843 0.887 0.009 5.943 1.521 31.794
i OGTT 1.623 0.541 0.001 5.178 1.872 13.974
4. Wig

GDM 27711 6% LRA Z BN, MUSEULIRA R4 R 1 RAR EIF, W E
KIEN 2 BURE PRI XS, 7705 6~12 2 3.9%~41.8%F) GDM 2 Wi N HEIN 524, 2.8%~20.6%12
W BE PRI, KRR S R RIEM DS, P25 10 FE 1 RBUR I A 5%~50.9% 7.3%~40.8% [8].
XIHEEE O THRTE B YR R PR = 8 7= J5 12 AR A U 3 i 26 41%, b 2 BUBE IR R %20 8.2%,
PRI 1 RRURI M 43 )% 48.7%-9.8% . ZHEZE[ 101565 1 342 9] GDM Z4E7r= )5 1 FHIFEAR 5,
27 NeWilh 2 ZUBEIRIG, KN 7.89%. ABEFLH, 725 6~12 R FE KRN 41.8%, H
oI B PR 8.5% I IR B 52 0 30.8% N MLBEZ 4 2.6%, 5 FRHIEZ RE—8. oI ., IR
NEM GDM ZA7= fE A VT AL, 58 FEIRE PR 5 2 e =R il 2 B Fe m @2 1 GDM A 7577 J5
4~12 J K2 Jatg 1~3 SEE EhEm 200 7] [11], PAK AR SR T FOME AR 5= o

SR R AR SR RO 2 00 7 JE A S W I R AR 2, AR FE ARl > 35 5 1f) GDM 22047 J5 KA K
AU B RS 2R R <35 % GDM 2201 3.831 15(95%Cl, 1.783~9.752), MGl K %, 5 Kwak
SH 25 [ 12] R IE—5. /MR N, FIRe & BEE R RI3Gm, FRE) B 4HM 7w ik 5 28 Thae T B DL R iR & 25
BURPE T B, R sie ) GDM 2247 5 RIS IR 15, 2 S b AT Jal P AR DA

AW 2 K Logistic [B1VH3H7 i, BEAE GDM ¥ S22 77 & AR B 7 8 i Mosr fE I &, 5
BEAE TG GDM Ji SRR A A B, 7= J5 R A BA R e 8 (R XUB BS 0 T 5.943 £%(95%C, 1.521~31.794), 5
Khambalia AZ. AUohani N %5[13] [14])W 7L 45 RAHIT . GDM 223044 A A7 7 g 15 2 HR BT ERURR & 3 70 i T
REFFMK, GDM SR EWRA RS ThRE 2R B vl Rt — D e, 7= J5 R AR MR = o I XU . Rt
A GDM i LML E A HRAE R, RO 220, P E ik aish mE s g, e % Ik
D HE AR5 150 I R T4 it

AWFFIERIN, 2271 BMI 52 GDM 22417 J5 K AEFEACH = oL ek 3R, 5 BMI <24 1) GDM 42
TEFHEL, BMI > 24 [¥] GDM 220077 Ji5 R AE BSOS 70 RS 29 8 3 5.674 £%(95%CT, 2.137~13.151, 5[9] [15]
[16]453E 25 F B —F. 4 I\ it R0 AR P R o 00 4 i of J % 2 ) U 1 B, IR 5 3 i, AT 15
2 BURE PRI KA . PR ™25 557 BMI > 24 1) GDM Z2 107 J5 BEAR L VA5, %o T97 AR A i AR
R B

V2 WU OGTT MAE/KFX GDM 22107 5 K A REAR U = o B BORTNER, 7 5 pEACUH
S AR 5 UK T 2 1EAS[17]. Vambergue A 2550 S n 22 1] OGTT3 M 5 Tk 22 HL b
SRR, 7 BRI R R = [ 18] . 2RI R[S RIE, ARUR 24~28 A OGTT 3 /M [A] T s L AE 35
T IEH 2 GDM 22807 Ja kAR 2 BURE PRI R el N 3R o AP as RS EIRIRIEZRAL, IF IR 24~28 J& OGTT
> 2 AN R IO vy T AR AR A AR 72 S AT S BT fE RS R 25 (OR A 5.178,5 95%C1, 1.872~13.974).
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PRl 2234 OGTT (14 ML 7K 88 e o vt T e AL (T TR B2, I 5 BORE T DB AR L R B 3K AR 47T
REPERR™ 5, 775 RREPEACU R A s . AN, SRR TS RAF KR, A0TT A REIE B
PR BERROR SR L 2 A LR IR KT GDML 2RI e R AR R A e AL fE e PR R
FTRERRBE VTN A L A5 B fa . A SCHR AR5 AT G G I E A R R %

SR A ORI 7 A, H GDM 20 R BEAC A RAR, B2 5 1 AR BRI 18] 1 1T
fEER, AR RRD, AR IRIR GORG IR, XSGR D2 1 70 M AN i, A5 7T 45 RAFAE
—EJRIRYE . ARKATRE DI AR BT RTREMERT 7T, LAIYIAS B T S B A i R R

B TEYRIIRE PRI 2 00 7 i R A AR S B U G, SRS > 35 & 42T BMI > 24, A7 GDM
T2 240 OGTT > 2 Wb 57 7 & GDM i i A 7= Je AR 53 W RO RS SG B R 2R 5 i PR B R i e 3
Y GDM 2 ATER GG R B, XTGP S 2 BRI AR, IR R B R R A E

=¥
EL£mAB
MR R 24 K5 2020 SERSE R R % I1(XB2020012)
SE 3k
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